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Neurologic manifestations of brucellosis occur in 2-5% 
of patients.l.* The clinical pictures of neurobrucellosis 
are characteristically protean: they include meningo- 
encephalitis, meningovascular complications, parenchy- 
matous dysfunctions, peripheral neuropathy/radiculo- 
pathy and various degrees of behavioral abnormalities, 
sometimes leading to acute psychosis. From the clinical 
series available, meningitis has been referred as the most 
frequent presentation of neurobrucellosis, occurring in 
at least the 50% of cases;‘,” meningitis is most often 
acute, but subacute or chronic presentations are not rare 
and may lead to disseminated encephalomyelitis with 
diffuse central nervous system (CNS) demyeliniz- 
ation.3*4 In contrast, Bruceh abscess formation within 
the CNS has been described up to now in just one child 
with multiple brain abscesses.’ We here report the first 
case of neurobrucellosis with intramedullary abscess in 
an adult. 
A 24-year-old man from Sicily was admitted to the 
regional Hospital for high degree continuous fever and 
night sweats; fever had lasted for about two months 
and had been treated with a one-week course of oral 
prednisolone, before the patient was admitted to 
hospital. The patient remembered eating some fresh 
goat’s cheese in the recent past. Thus, brucellosis was 
suspected and the Brucella melitensis serum agglutin- 
ation test (SAT) was performed. This was positive at a 
1:SOO titer. A six-week cycle of rifampin 600 mglday and 
doxycycline 100 mg b.i.d. was given; both the fever 
and the agglutinins normalized. Six months later he 
complained of abrupt onset of fever, hypostenia of 
the left leg, and paresthesias of the right leg, with 
consequent impaired walking. A contrast-enhanced 
magnetic resonance imaging (MRI) of the brain and the 
spinal cord showed a focal lesion of 15 mm diameter 
within the dorsal tract of the spinal cord, near to the 
third intervertebral space; the abscess was surrounded 
by perilesional edema, had a partially liquid core and 
a ring enhancement was evident after Gadolinium in- 
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jection (Figure 1A). Soon after the patient was 
transferred to hospital; at admission the neurological 
picture had worsened, showing paraparesis of lower 
extremities with hypoesthesia of the right leg, and 
hypostenia of the right arm; otherwise, interestingly, the 
patient was well, with just a mild fever but no clinical 
evidence of meningitis and/or encephalitis. The Brucella 
agglutination test was negative but anti-Brucella IgG 
levels, as detected by a commercial ELISA kit, were 
positive; the corresponding IgM levels were negative. 
The lumbar puncture yielded a slightly inflam- 
matory cerebrospinal fluid (protein 83 mg/dL, glucose 
56 mg/dl, and cells 23/kL, mostly mononuclear lympho- 
cytes), that was negative after culture and microscopic 
examination; the isoelectrofocusing assay suggested 
intrathecal synthesis of antibodies, thus supporting the 
inflammatory nature of the medullar lesion. Brucella 
melitensis was grown after 22 days culture of both blood 
and bone marrow aspirate with rapid isolation methods 
(Isolator, DuPont). The patient was first treated with 
rifampin 900 mg/day, doxicycline 200 mg/day and 
gentamicin 80 mg t.i.d.; dexamethasone (8 mg/day) was 
also given in order to reduce the perilesional edema 
and relieve symptoms. Gentamicin was stopped after 15 
days and cotrimoxazole (one double-strength tablet 
t.i.d.) was added to doxicycline and rifampin; the whole 
therapy duration was six months. 
The clinical picture rapidly improved: the control 
MRI obtained after eight weeks of therapy was normal, 
only showing a residual contrast uptake after gado- 
linium injection (Figure lB).Three months after therapy 
withdrawal, the patient had fully recovered; anti- 
Brucella IgG, IgM and agglutinins were negative. 
Culture of cerebrospinal fluid is often negative in 
patients with neurobrucellosis, especially when a focal 
disease is present, as in the case described here; the 
evidence of systemic disease, the clinical history, the 
cerebrospinal fluid features, and the response to therapy 
were all elements strongly supporting the diagnosis of 
neurobrucellosis in our patient. Even if the appropriate 
regimens of therapy against neurobrucellosis are still 
debated, it seems evident that the combination of 
gentamicin or streptomycin with either a tetracycline or 
cotrimoxazole gives the lowest relapse rate (about 6% 
of patients),6 this can reach 14% in patients treated 
with rifampin and doxycycline.‘The aminoglycosides do 
not gain entry easily into the CSF; for this reason we 
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Figure 1. Magnetic resonance imaging of the spinal cord of a patient with a medullary abscess caused by Bruce//a melitensis. A. At 
hospital admission; 6. After two months of antibiotic therapy (see text). 
preferred to switch to cotrimoxazole after fifteen days 
of gentamicin. given the best penetration in the 
blood-brain barrier of the formei$ rifampin and 
doxycycline also seemed a reasonable therapy, mainly 
because they are both lipophilic drugs that reach high 
CNS concentrations, even in the absence of inflamed 
meninges.8 Single cases of extradural granulomas 
associated with brucellosis of the intervertebral disc and 
causing spinal nerve root compression have been 
described;“.“’ after extensive literature reviews we found 
no other case of neurobrucellosis with intramedullar 
abscess. The pathogenesis of the spinal cord abscess in 
our patient is unknown, but we speculate that the corti- 
costeroid therapy before the diagnosis was made may 
have facilitated the dissemination of the microorganism 
within the central nervous system. Brucellosis is endemic 
worldwide, especially in the Mediterranean basin, 
central and South America, Indian subcontinent. and 
the Arabian peninsula. In such countries, physicians, 
including neurosurgeons, should include brucellosis in 
the differential diagnosis of patients with medullary 
lesions of inflammatory appearance. 
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